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ROUTINE PROCTOSCOPIC EXAMINATIONS OF 1000 PRESUMABLY 
NORMAL HEALTHY INDIVIDUALS* 


CAESAR PORTES, M.D. 
Chicago, IIl. 


Routine proctoscopic examination should be part of every complete physical check- 
up. It is just as important as routine blood pressure determinations and heart exam- 
inations. Unfortunately, few general practitioners include this procedure in their physi- 
cal examinations. It should be made routinely and periodically even though rectal symp- 
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TOTAL CASES -39 
3 cases showed malignant changes 
Fig. 1 
toms are not evident to the patient and have not been reported by him to the physician. 
The earnestness of this advice, particularly in treating patients over 35, has been empha- 
sized by the repeated results of proctoscopic examinations in otherwise normal persons 





*Read before the Second Annual Convention of the International Academy of Proctology, 
San Francisco, Calif., June 23, 1950. 
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who during routine physical examinations did not report symptoms relative to the colon 
or rectum. In 4 per cent of a thousand cases studied at the Henrotin Hospital Unit of 
the Cancer Prevention Center of Chicago, proctoscopic examination revealed polyps 
in the rectum or rectosigmoid. 


A polyp is defined as a smooth pedunculated growth arising from mucous mem- 
brane, as of the nose, bladder, or rectum. Buie believes that polyps should also describe 
growths without pedicies. Broder states that virtually all polyps are adenomatous, al- 
though fibrous changes occasionally appear to predominate. These adenomatous poly- 
poid tumors may be sessile or pedunculated, single or multiple, and either diffuse or 
limited to one segment of the bowel. Two types of adenomas of the colon are recog- 
nized: The adolescent or congential type and the adult or acquired variety. 


Adenomatous polyps are without question potentially malignant. My experience 
has been in keeping with many other observers that carcinoma of the rectum, and to 
some degree, carcinoma of the large bowel, is often preceded by development of papil- 
lomas or adenomas, which may be single or multiple in number. Rankin and Graham 
estimate the incidence of malignant degeneration of a polyp to be between 40 and 60 
per cent. According to Bacon, 34 per cent of the solitary adenomas are malignant. It 
is the consensus that since the malignant tendency is so pronounced, every adenoma 
should be viewed as a stage in the development of a malignant disease an unquestionably 
precancerous lesion—which should be eradicated as soon as possible after diagnosis. 


Unfortunately the lesion arises from insensitive bowel mucosa and so tends to pro- 
duce few symptoms. It is essential, therefore, that the physician take heed of all minor 
rectal symptoms reported by the patient while making proctologic examination a rou- 
tine procedure. In the series of a thousand cases of presumably healthy persons who 
underwent physical examination at the Henrotin Hospital Unit of the Cancer Preven- 
tion Center of Chicago, the procedure for physical examination consisted of the follow- 
ing steps: 


A. A careful history was taken to disclose any possible rectal symptoms, even 
those the patient felt were too insignificant to mention. 


B. A complete examination of the anus, rectum, and rectosigmoid was made as. 
follows: 


1. Inspection:—The anal-perianal area was examined for possible growths, 
ulcers, fistulous openings, verrucae, dermatitis, external hemorrhoids, etc. 


2. Digital Examination:—No physical examination is complete without a 
digital examination. From 65 to 70 per cent of all rectal carcinomas are said to be 
within reach of the examining finger. The purpose of a digital examination is to deter- 
mine whether a growth is present. Sphincteric tone is noted. Points of tenderness are 
elicited. Hypertrophied papillae can be felt. The coccyx is examined for possible coc- 
cygodynia. Finally the prostate in the male and the cervix in the female are palpated 
for possible pathologic conditions. 
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3. Anoscopic Examinations:—This examination discloses the presence of in- 
ternal hemorrhoids, infected crypts, hypertrophied pappillae, polyps, internal fistulous 
openings, and fissures. 


4. Sigmoidoscopic Examination:—This is considered mandatory in a thor- 
ough physical examination, because many pathologic conditions of which the patient is 
often unaware thus become apparent. Cancerous and precancerous lesions are directly 
visualized and can be readily differentiated. Early diagnosis of such lesions and prompt 
reparative procedure may prevent later mutilating operations and increase the incidence 
of favorable results. 


5. Stool Examination:—Examination of the stool for blood and for parasites 
and their ova is an important adjunct to diagnostic procedure and serves in addition as 
a test for accuracy of the proctoscopic examination. The patient is placed on a meat- 
free diet for three days, and instructed to bring the stool of the fourth day for examin- 
ation. If the stool is positive for occult blood, a second stool specimen is examined; if 


HISTORY of PREVIOUS SURGERY 





TOTAL PREVIOUS Ga MALE FEMALE 
SURGERY 
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it, too, is positive without adequate explanation, proctoscopic examination is repeated 
in order to check carefully for a lesion that might have been overlooked initially. 

If the proctoscopic examination is still negative, a barium enema is given to rule 
out a possible lesion higher in the bowel. 


Only when observations made during the foregoing tests are normal is a definitive 
diagnosis made of the presence of a minor lesion, such as fissures, cryptitis, or hemor- 


rhoids. 
INCIDENCE OF SEX AND AGE 


The thousand cases were divided evenly into 500 men and 500 women. Of these, 
509 or 51 per cent showed pathologic conditions on examination. Women numbered 
among these, 283 or 28 per cent; men, 226 or 23 per cent. This would make the female 
incidence approximately 56 per cent whereas that of the male was 44 per cent. 
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The age incidence for women was between 40 and 49 years, the mean being about 
45 or 46 years of age; for men, the age range was 39 to 48, with a mean age of 44 or 45. 


The reason for the greater incidence among women is undetermined, but a partial 
answer may be had in the incidence period and mean age, which shows it to be within 
the early menopausal age range. At this period women have passed the traumatic as- 
pects of childbirth, a common precursor of such conditions as hemorrhoids, tears, and 
possible rectal infections, so that their effects should be visible. Menopausal changes 
beginning to manifest themselves would produce such systemic changes as constipation 
tendencies and emotional instability trends, the latter being a strongly established factor 
in the production of pruritis ani. 


It is also interesting to note the paralleling of the distribution of pathologic inci- 
dence to the age group, 5 or 6 per cent before 30 years of age, 18 to 27 per cent below 
40, and 60 to 64 per cent between 30 and 70 years of age. 


INCIDENCE OF SYMPTOMS 


Common symptoms tended to parallel each other in the male and female series. 


STOOL SPECIMEN 





I STOOL | 1%STOOL+] 2STOOL | TOTAL 
+ |2STool-| + | — 


M 43 38 5 |487 
F| 46 | 40 | 6 (454 


Fig. 3 





























Figure 4 shows that 221 or 22 per cent of patients had rectal bleeding, of which 134 
or 13 per cent was of the “toilet paper” type and 73 or 7 per cent, “toilet bowl” variety; 
111 or 11 per cent had constipation and 93 or 9 per cent reported pain on defecation. 
Only 27 or 3 per cent had diarrhea and only 11 or 1 per cent had alternating periods. 
There were 26 cases or 3 per cent of “pile protrusion” noted, and 27 or 3 per cent of 
cases of anal itching observed in the series. 


By far the commonest finding, in 40 per cent or 400 cases, was hemorrhoids. Next 
in frequency were hypertrophied papillae (13 per cent), followed by 35 cases of fissure 
(4 per cent) and 39 cases of polyps (4 per cent). Cryptitis and ulcerative colitis were 
present in 2 per cent of the series; 1 per cent (11 cases) had dermatologic changes as- 
sociated with pruritis ani. 


In 89 cases or about nine per cent were stools positive for occult blood whereas in 
911 cases, they were negative. Of the 89 positives, 78 had negative 2nd stools, and 
only 11 showed positive stools on repeat examinations. 
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INCIDENCE OF RECURRENCE 


Mention should be made of the 51 cases (5 per cent) in which previous operations 
had been performed, but pathologic findings recurred. In most cases the lesion was sim- 
ilar to, if not the same as that for which previous surgery had been performed. This 
might signify inadequate procedure, or, might have been due to peculiar inherent pre- 
disposing tendencies. In only two cases of polyps had there been previous surgery. It 
is problematic whether the polyp was present at the previous operation without having 
been detected. In any event, one should try by every means possible to rule out the 
presence of disease higher in the gastrointestinal tract before a conclusive diagnosis is 
made of a minor superficial lesion as the sole cause of symptoms. 


ANALYSIS OF SYMPTOMS 


One observes that in 448 cases (169 women, 279 men), no symptoms were report- 
ed by patients, but on examination, pathologic conditions were found to be present in 
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20 per cent. This incidence further stresses the importance of a complete routine rectal 
examination. 


Bleeding :—Of interest is the fact that although bleeding was by far the common- 
est symptom, the “toilet paper” variety, that is, a minor bleeding type, had a two to 
one ratio over the more severe “toilet bowl” group. It is understandable how such 
slight symptoms could go undetected, especially because such symptoms may be sporadic 
in appearance. 


Constipation:—Constipation in itself is not a symptom that would impel a patient 
to seek medical care, for in a large proportion of cases there was a history of long- 
standing tendencies to constipation. 


Diarrhea:—Diarrhea was found in only 2 per cent of the cases. 


Alternating Periods:—Alternating periods had an incidence of 1 per cent, being 
rather gradual in appearance and tending to be disregarded. 
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Pain on Defecation:—Perhaps the only symptom noted which might conceivably 
impel a patient to visit a physician was pain on defecation, and this pain was only slight 
to moderate in degree, and was present only with “passage of a hard stool”. 

Occult Blood:—Although pathologic disorders of various sorts were found in 51 
per cent of the cases, only 9 per cent (89 cases) showed stool specimens positive for 
occult blood. 

At first glance this would appear to be a small number; however, in several cases, 
because occult blood was found in the stool, a second proctoscopic examination was 
made and revealed a hitherto undetected minute lesion. 

Miscellaneous:—Other normally common patient-reported symptoms, such as 
“piles”, protrusion, abdominal pains, weight loss, change in stool size, appeared only 
infrequently in this series. 

The symtomatology illustrates the relative paucity of symptoms early in rectal 
disease. Herein, then, lies the basic problem of diagnosing precancerous and cancerous 
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lesions at an early enough stage to effect favorable results. This is so notwithstanding 
an awakened public and more widespread thorough-going professional examinations. 


DIAGNOSIS OF POLyPs 


Thirty-nine cases of polyps were discovered in the series (24 in women, 15 in 
men). Of these, 25 were symptomatic and 14 asymptomatic. The commonest symp- 
toms among the 39 were, in order of frequency, bleeding (14 cases); constipation (9 
cases); pain on defecation (6 cases). Diarrhea, alternating periods, abdominal cramps, 
and prolapse of piles were less frequent. ““Toilet-paper” bleeding predominated 3 to 1 
over the “toilet-bowl” variety. Again, few symptoms were noted, for the bleeding was 
of a mild degree and constipation was of long standing, so that patients paid little if 
any attention to it. Such symptoms were not even reported by 14 of the patients. 


It is obvious that there is nothing peculiarly distinctive about the symptomatology 
of the adenomatous growth. The physician must thus be the more mindful in checking 
carefully all rectal symptoms, no matter how minor, and realize that the only method by 
which the growth can be discerned is by actual proctoscopic examination. 
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Four of the 39 patients with polyps showed the stool to be positive for occult blood; 
in 29 cases negative reports were obtained, and in 7, diagnosis was made by procto- 
scopic examination before a stool specimen was obtained. The stool examination in 
these instances was made mainly as an adjunct to confirming diagnosis, although in one 
case a second proctoscopic examination showed the presence of a polyp whereas pre- 
viously a negative diagnosis had been made. The 39 cases comprised approximately 4 
per cent of the total cases—a figure within the normal of other statistical studies. 


TREATMENT AND RESULTS 


In all cases the patient was advised to have a speedy removal of the lesion, and was 
followed carefully postoperatively with proctoscopic examinations repeated every two 
or three months. To date there have been no recurrences; however, the time interval has 
been only one year, which is not sufficient for conclusions. 


I agree with Buie that repeated follow-up proctoscopic examinations are of the 
utmost importance, especially if the lesion was sessile. 


SUMMARY AND CONCLUSIONS 


1. The adoption as a routine procedure of proctoscopic examinations of the rec- 
tum is urged because lesions of the colon or rectum often show few and minor symp- 
toms and may even be asymptomatic. 


2. Theories concerning the etiology of polyps are mentioned. 


3. Adenomatous polyps are without question potentially malignant. The critical 
early diagnosis can be made only by routine rectal examination. 


4. A recommended step-by-step procedure of examination is outlined by which 
detection may be assured. This procedure was followed in the series of 1,000 cases at 
the Henrotin Hospital Unit of the Cancer Prevention Center of Chicago. 


5. The following are some of the factors revealed by this study: 


(a) There is a correlation in women between the age incidence and the 
menopausal period and consequently there appears to be a somewhat higher incidence 
among women than among men. 


(b) There is also a paralleling of the distribution of pathologic incidence to 
advancing age groups with little differentiation of common symptoms between the sexes. 


(c) The lack of distinctive characteristics in the common symptoms makes 
diagnosis difficult. This obscure symptomatology demands an intensive and comprehen- 
sive examination procedure for detailed attention, such as has been outlined here. 


(d) Treatment in all cases by speedy removal of the lesion has one year 
from date shown no recurrence. Proctoscopic follow-up examinations are being con- 
tinued periodically. The short interval does not permit a conclusion at this time. 
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ENDOMETRIOSIS OF THE LOWER BOWEL 


MOSES J. LEITNER, M.D. 
and 
EVAN:C. REESE; MID: FoA‘G:S), RGA: 
East Stroudsburg, Pa. 


The ubiquity of the lesions of endometriosis make it a disease of interest and im- 
portance not only to the gynecologist, but to any surgeon concerned with the organs of 
the lower abdominal and pelvic cavities. This is particularly so to the proctologic sur- 
geon, since, of all the extragenital sites of endometriomatous masses, the lower bowel, 
namely the sigmoid, rectosigmoid, rectum and the rectovaginal septum, is the most com- 
mon. Unfortunately, preoperative diagnosis is seldom made, and its discovery at oper- 
ation requires recognition on the part of the surgeon to obviate unnecessary surgical 
procedures. 


The case to be presented points up clearly the practical necessity of differentiation 
between endometriosis and carcinoma, and the pitfall of diagnostic error. In this case 
bowel resection should have been avoided, even though the outcome happened to be 
excellent. 


PATHOLOGY AND PATHOGENESIS 


Endometrioma was first described as a pathological entity by Rokitansky in 1860. 
Generally speaking an endometrioma can be considered as a tumor composed of aberrant 
glands, resembling those of the normal endometrium, and surrounded or accompanied 
by varying amounts of smooth muscle cells similar to those of the endometrial stroma. 
Endometriosis refers to the multiplicity of the lesions. Although the term endometrioma 
is probably a misnomer’ since it implies without proof that the lesion is a true blastoma, 
the general use of the term and its acceptance are sufficient to warrant its continued 
designation in this manner. 


The glandular epithelium of the lesion responds in cylic fashion to the stimulation 
of the ovarian hormones in the same manner as does the endometrium, so that secretory 
(luteal) phases and proliferative (estrogen) phases can be seen. Since normal men- 
strual desquamation cannot occur, the glands enlarge to form small cyst-like structures 
filled with retained blood and secretions. This produces the typical shot-like, firm, blu- 
ish and dark-red lesions. Inflammatory reaction with cellular infiltration and subsequent 
fibrosis produces the firm mass and the retraction or dimpling frequently seen. 


The tumor-like nodules or masses may be single or multiple, and may vary in size 
from that of a buckshot to a bean or larger. They may also occur as superficial im- 
plants on the serosa, characteristically with rosette-like or drawstring-like puckering 
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around a central depression. In some cases the lesions are deep, occurring within the 
muscle layers of the bowel, in which event they are usually of rather wide extent. 
Typically, the nodule or nodules are free from the musosa, so that the mucosa can be 
felt to move beneath the mass. Mucosal infiltration and ulceration are rare develop- 
ments, an important point of differentiation from carcinoma in the gross examination. 
This is true even in the deep types causing obstruction of the bowel lumen. In the lat- 
ter cases partial or complete obstruction may be brought about in one of three ways'8, 
by an annular infiltration, by submucosal infiltration producing polypoid protrusions into 
the bowel lumen, or by eccentric infiltrations causing acute angulation of the bowel. 


Sampson’s*!: °° theory of “trans-tubal implantation” first proposed in 1921 and 
amplified by him in 1940, is at present the most widely accepted viewpoint as to patho- 
genesis. This theory would account for the most frequently noted serosal lesions. Ac- 
cording to Sampson, bits of endometrial or tubal mucosa are regurgitated through the 
patent fimbriated ends of the Fallopian tubes, to lodge and grow on the ovarian serosa, 
forming “chocolate cysts” of varying size, some minute and almost invisible grossly. 
These enlarge and fill with blood at menstruation, rupture and release fragments of en- 
dometrial tissue into the peritoneal cavity, which gravitate into the pelvis and secon- 
darily implant themselves on the pelvic peritoneum, most commonly of the rectovaginal 
septum and the serosa of the rectosigmoid and sigmoid. 


Earlier workers (Ivanoff!°) had presented the theory that the lesions result as a 
reversion to primitive type or as a metaplasia as a result of chronic irritation of the 
serosal cells, which, in common with all the epithelium of the genital tract, arises from 
celomic epithelium. Numerous other theories have been presented, including the sug- 
gestion that the masses originate from embryonic rests from the Mullerian ducts or the 
Wollfian body, that they arise by direct lymphatic extension from the endometrium it- 
self, and that they are disseminated by blood stream metastasis from the endometrium. 


INCIDENCE 


Recent reports of studies of endometriosis of the large bowel have been made by 
several writers. Keene and Kimbrough" stated that rectosigmoid endometriosis oc- 
curred in 5 per cent of their cases. Masson!® found it occurred in the sigmoid and recto- 
vaginal septum in 34 (5.9 per cent) of 576 cases. Cattell* reported 17 cases of lower 
bowel involvement in 104 cases of endometriosis. Counseller® added 308 cases at the 
Mayo Clinic to the series reported by Masson and found 24 (2.7 per cent) involving 
the sigmoid, rectosigmoid and rectum, and 27 (3 per cent) the rectovaginal septum. 
Mayo and Miller? reported and made an analysis of 38 cases, 13 involving the sigmoid, 
3 the rectosigmoid alone, the remainder having involvement also of other areas of the 
pelvis, but do not mention the total number of cases of endometriosis studied. Fallas 
and Rosenblum® analyzad 260 cases of endometriosis treated in a private surgical 
pavilion and found 10 cases (3.8 per cent) of lower bowel implication. Haydon§, in 
an extensive investigation of 569 cases, reports lower bowel involvement in 22 (8 in the 
sigmoid, 14 in the rectum) a percentage of 3.9 per cent. Sanders’ reports sigmoid 
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involvement in 12 per cent of his series of cases. Thierstein and Allen?® describe 41 
cases of rectal and sigmoidal endometriosis in 317 cases studied, indicating 15 per 
cent of the patients as having lower bowel lesions. Sutler®* discovered 35 cases, repre- 
senting 4.13 per cent of his series, to have intestinal involvement and reports that 
only 1.06 per cent of these involved the rectosigmoid region. Most recently (1949) 
Kelly and Schlademan!®, in an analysis of 179 cases of endometriosis, found 32, or 
17.9 per cent, involving the rectosigmoid. 


Reports of obstructing lesions produced by lower bowel implication with endo- 
metriomata are made by Judd and Foulds!! who present 3 cases, Graves’, who describes 
2 cases and a number of single cases studied and reported by various authors. Cattell* 
describes 12 cases, of which 2 in the sigmoid and 2 in the rectovaginal septum produced 
complete or almost complete obstruction. In a Mayo Clinic series reported by McGuff 
et al’® 13 cases located in the sigmoid or below had obstruction, 4 of which were com- 
pletely obstructed. 


Thus it can be seen that in various series percentages ranging from 1.06 per cent 
to as high as 17.9 per cent of lower bowel involvement in cases of extragenital endo- 
metriosis have been stated to occur. The numerical average for the articles reviewed 
here would be about 9 per cent, which contrasts with the 40 per cent reported by 
Jenkinson and Brown!” in their series of 117 cases, of which 47 manifested lesions of 
the rectosigmoid. At any rate it is clear that rectosigmoidal invasion by aberrant, 
endometrium-like tissue is reasonably frequent in women during active menstrual life, 
and can assume major diagnostic importance when it simulates malignant neoplastic 
disease. 


DIAGNOSIS 


“The paucity of pathognomonic signs of endometriosis and its frequent occur- 
rence as a coexistent lesion of lesser importance preclude a satisfactory percentage of 
preoperative diagnosis. However, we are obliged to keep this entity in mind in 
women in active life who present uncertain intestinal complaints. Even then histologic 
examination will often remain the only certain means of confirming the diagnosis . . .”*7 


At times the diagnosis can be made, or at least strongly suspected, on the basis 
of a carefully taken history. Certain points, often unstressed in casual interviews, 
can offer valuable diagnostic clues. Several of these are suggestive only of the existence 
of pelvic extrauterine endometriosis (or may also indicate myometrial infiltration, so- 
called ‘“‘adenomyosis interna”). Among such symptomatic complaints are dyspareunia, 
dysmenorrhea, sterility and menstrual backaches extending to the thighs and lower 
legs. 


Dyspareunia as a complaint must often be elicited by direct questioning since it 
so seldom is voluntarily mentioned by the patient. Dysmennorhea may be primary, 
but the history will point to a change in its character, either an increase in duration 
and intensity or an alteration in its relation to the onset of menstrual flow. In other 
patients dysmenorrhea will be found to be secondary, occurring perhaps after 
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pregnancy, and becoming increasingly severe. Sterility has been found to occur in 
50 per cent of patients suffering with pelvic endometriosis, and is often of the ‘“‘one- 
child” type. 


Of the symptoms directly referable to lower bowel may be mentioned pain in the 
rectum on defecation or with the passage of gas, recurrent diarrhea or constipation, 
and occult or gross blood in the stool. These symptoms are usually aggravated at or 
just preceding the menstrual period, in fact may be limited only to that time. The 
presence of blood in the stool is not common, and can be considered significant only 
if examination reveals no other possible source for the bleeding. Bazy et al? describe 
two interesting cases in which bleeding from the bowel was the presenting symptom. 
The clinical picture in both cases strongly suggested carcinoma yet both proved to be 
due to endometriomatous tumors protruding into the bowel lumen. Mention has also 
been made of the presence of discomfort deep in the pelvis on jarring the body such 
as occurs during auto or horseback riding’. 


Age incidence and duration of symptoms may serve as an important aid in dif- 
ferentiation from carcinoma of the large bowel. Endometriosis occurs in a younger 
average age group (30 years to menopause). The longer history of symptoms, some- 
times for many years, without severe deterioration in weight or general health usually 
speaks against the presence of malignant disease. 


Endoscopic and radiologic examination offer diagnostic help most frequently only 
in the negative aspect. Since the lesions rarely involve the mucosa and rarely ulcerate, 
they are usually not visualized on proctosigmoidoscopy or else appear as a simple 
bulging of the wall produced by extrinsic pressure. Likewise x-ray examination is 
usually indefinite. This is in sharp contrast to the findings that one would expect in 
a neoplasm in this area. Jenkinson and Brown! describe a characteristic x-ray pattern 
in those lesions that are obturating. They call attention to filling defects, 4 to 7 inches 
in extent, which are sharply demarcated from the normal bowel, and with intact mucosa. 
Almost pathognomonic, is the exquisite tenderness on palpation of this area during 
fluoroscopic study. 


Bimanual vaginal and particularly combined rectovaginal examination may at times 
be of great value. If carefully done this may reveal a small nodule, firm and tender, 
in the rectovaginal septum. If, on reexamination at or just prior to menstruation this 
enlarges and becomes more tender, the finding is almost diagnostic of an endometrioma. 


Since so often the lesion is first visualized at laporotomy, its gross recognition at 
the moment assumes major importance®*. Consideration of the morphologic char- 
acteristics: the small, firm, dark-blue nodules, the serosal puckering, the uninvolved 
mucosa, the presence of “chocolate” cysts of the ovary and perhaps the finding of 
other lesions of endometriosis in various pelvic peritoneal sites, may be sufficient to 
establish the diagnosis. However, the confusingly similar appearance of early scirrhous 
carcinoma may require histologic verification by frozen-section examination to clarify 
the problem. 
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In the stenosing forms, Oehlecker!® describes two types which may simulate 
malignancy: one, a tong-shaped constriction of the rectosigmoid with endometrial 
implants in the rectovaginal septum, which may resemble a carcinoma of the cervix 
with extension or a carcinoma of the upper rectum; the second confined to the sigmoid 
and simulating the common annular carcinoma. 


TREATMENT 


The radical and quite ruthless sacrifice of ovarian tissue that was practiced in 
the early days when endometriosis and its functional response to the hormonal stimula- 
tion of the ovaries was first recognized, is now being replaced by a degree of conservatism 
and individualization of therapeutic methods. 


Hormonal therapy has been advocated by some*: 131% 25 and undoubtedly can 
control symptoms in a fair percentage of cases. This, of course, presupposes the 
establishment of a correct clinical diagnosis. 


Asdrogenic substances are the most widely used*: ® °5 for this purpose. Recently 
Karnaky!* has made a report ona series of cases obtaining good symptomatic 
relief with stilbestrol in large doses. This is contrary to the usual thought that estrogens 
are contraindicated in endometriosis, but it must be noted that his paper is in the 
nature of a preliminary report and that further study is needed to properly evaluate 
this form of treatment. 


If the diagnosis is first made at laporotomy, and surgical excision of lesions is not 
thought necessary, such hormonal treatment may be instituted, to be followed later 
by castration, either surgical or x-ray, if the results of hormone treatment are not 
sufficient to relieve the discomforts!. In younger women desirous of becoming pregnant 
castration is to be avoided if possible. In women at or approaching the menopause 
conservative measures are of great value, since it is widely recognized that both the 
symptoms and the symptom-producing ectopic endometrial foci undergo natural regres- 
sion with the spontaneous or induced cessation of ovarian function. 


If surgical interference is thought to be required, superficial lesions not involving 
important structures, even if widespread, can be locally excised or destroyed with the 
cautery?’. The fine nasal tip is well adapted to this approach. More extensive lesions 
may require extirpation, and, if practical, elliptical excision of the involved area should 
be carried out® 26, This is a relatively simple and safe procedure, since, regardless of 
the method of closure in the large bowel, stenosis need not be anticipated. 


In obstructing lesions the surgical approach must follow the lines of sound surgical 
principles, the circumstances of the case determining the type of procedure to be fol- 
lowed. If possible simple resection of the sleeve type can be performed. Or other 
procedures may be required such as (a) a proximal colostomy and secondary resection 
(b) a Mickulicz type of operation (c) a sleeve resection with proximal colostomy. 
In certain cases emergency colostomy followed by castration by ovarian extirpation 
or irradiation will allow sufficient regression of the obstructing lesion to permit eventual 
closure and reestablishment of bowel function without the actual sacrifice of bowel!” 18. 
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Mayo and Miller!’ state that “when the lesion looks and feels like a malignant 
lesion, when metastases cannot be found and when some evidence of the presence of 
endometriosis cannot be found in the pelvis, conservative resection of the bowel is 
the procedure of choice, especially when the patient is young and is desirous of hav- 
ing children”. 


REPORT OF CASE 


E. G., white, female, age 45, consulted her physician for weight gain and constipa- 
tion. She stated that she had been constipated since the age of 16, and that this com- 
plaint had become more severe during the past few years, now necessitating her taking 
frequent cathartics. She gave no history of melena, tarry stools, nor diarrhea. Rather 
than weight loss, she had been gaining weight, which was her main reason for medical 
consultation. There was no history of bowel pain, backache or increasing constipa- 
tion during or just preceding the menstrual periods. Her menses had started at the age 
of 13, were always regular, lasting 4-6 days, and were not associated with pain. 
She had had one full term, uneventful pregnancy and no miscarriages. On examina- 
tion her family physician discovered an enlarged uterus and referred her to the hospital 
for further study and treatment. 


Physical examination:—T. 99°F., P. 100, R. 20 B.P. 154/90. The patient was a 
well-developed, middle-aged female lying in bed and showing no apparent discomfort, 
cooperative and intelligent. There was no pallor, jaundice or cyanosis. 


Attention is directed especially to the abdomen and pelvis, which showed the fol- 
lowing: “The panniculus is thick, the adbominal wall is relaxed and exhibits no rigidity 
or tenderness on pressure. The kidneys, liver and spleen cannot be felt.” 


Pelvic examination showed a large, soft cervix in which there was a well-healed 
laceration. The uterus was enlarged and reached almost to the umbilicus. It was ir- 
regular and a “large, knob-like’’ extension was present on the superior portion. There 
were no palpable adnexal masses. 


Rectal examination showed a few edematous perianal skin tabs with moderate- 
sized mixed hemorrhoids. There were several small varicose veins on the right leg. 


The diagnosis of fibromyomata of the uterus was made and arrangements made for 
operation. The operation was performed under spinal (procaine) anesthesia admini- 
stered in a single dose, since a simple hysterectomy was planned. 


On opening the abdomen an enlarged uterus with multiple fibromyomata was 
found and supravaginal hysterectomy was done. Both ovaries were found to be 
bound down in the cul-de-sac and were freed with difficulty. In the seperation a large 
amount of “chocolate-like” material oozed into the operative field. This prompted a 
diagnosis of ovarian endometriosis and since the patient was 45 years of age, at or 
approaching the menopause and no longer of child-bearing status, bilateral ovarian and 
tubal extirpation was done and the denuded pelvis was peritonealized. 
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During this procedure a mass was noted on the sigmoidal serosa. This lesion con- 
sisted of a rounded area about 21/4 cm. in diameter. The surface was retracted and 
slightly puckered in appearance. The mass was firm but slightly elastic in consistency, 
and there was some induration of the surrounding tissues. The firm tumor felt as 
though it involved the entire width of the bewel wall but it could not be decided on 
palpation whether it extended into the bowel lumen, and whether it involved the 
mucosa. No enlarged pelvic or mesenteric lymph ncdes were discovered. Faced with 
the question of whether the lesion was an early carcinoma or an endometrioma and 
since the surgeon felt it could not be simply excised for frozen-section examination, a 
sleeve-type resection with primary end-to-end anastomosis was done with DeMartel 
clamps and an aseptic anastomisis accomplished. The abdomen was closed in routine 
fashion. Postoperative recovery was smooth and uneventual and the patient was dis- 
charged in good condition on the 13th postoperative day. 


Immediate gross examination of the excised bowel showed the mass to be entirely 
confined to the wall of the sigmoid, extending to, but not into or through the mucosa 
and not causing any protrusion of the mucosa into the lumen. On cutting, several 
small dark-blue nodules varying in size from pin-point to .5 cm. in diameter were 
apparent and the gross diagnosis of endometriosis became evident. 

Microscopic sections showed the usual pattern of endometrium-like glandular 
and stromal structures with some infiltration of lymphocytes and occasional plasma cells. 


DISCUSSION 


This case illustrates the situation, which, although not frequent, taxes the judg- 
ment of the abdominal surgeon. In our zeal to resect a possible very early carcinoma 
we failed to fully evaluate all the existing features that should have clearly diagnosed 
the presence of a sigmoid serosal endometrioma. The presence of the “chocolate” 
cyst of the ovary, and the small, firm, freely movable serosal mass were the obvious 
clues. Rather than resorting to immediate bowel resection, simple excision of the 
lesion with primary closure and immediate frozen section examination would have 
avoided the more radical procedure which was performed. As a matter of fact gross 
examination of the resected bowel was sufficient to make us realize immediately that 
the lesion was not malignant, but was probably endometrial in character. 


SUMMARY AND CONCLUSIONS 


Endometrioma of the lower bowel is of sufficiently frequent occurrence to be 
recognized by the proctologist as an important benign lesion to be considered in dif- 
ferential diagnosis. Confusion with carcinoma must be avoided to prevent unneces- 
sary radical surgery. Certain symptoms, when elicited by careful questioning, are 
suggestive of the presence of such a lesion. 

When discovered at operation, if the diagnosis is not evident on gross examination 
frozen-section examination may be required. Treatment should be conservative and 
individualized, sacrificing as little ovarian tissue as possible, eradicating the lesions by 
cautery or surgical excision as indicated, and reserving castration by x-ray or ovarian 
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surgery as last resort measures. Wider resection of bowel or other structures may be 
necessary if the extent of involvement warrants. Hormonal therapy may be of value 
in controlling symptoms. 
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PECTEN; PECTENOSIS; PECTEN BAND and PECTENOTOMY* 


MANUEL G. SPIESMAN, M.D.+ 
Chicago, III. 


The following is a brief introduction to a film of the operation “Pectenotomy” for 
the relief of a pathological anal condition, known as Pectenosis and Pecten Band. 


Over thirty years have elapsed since Miles published his paper on Pectenosis and 
yet, only recently, has this most important pathologic proctologic entity received wide 
attention. After reading Abel’s paper on Pectenosis in 1932 (18 years ago), I proceed- 
ed to familiarize myself clinically with this condition and then decided to prove micro- 
scopically that Pectenosis is a pathologic entity. A study of human prematures, new- 
born, normal and pathological adults were observed over a period of 16 years. The fol- 
lowing brief resume is the result of our study. 


To include as much pertinent material in the short time allotted; the writer has 
chosen to present the most commonly asked questions on this subject and their brief 
answers. 


Where are pecten bands found? 


Pecten bands are found in the subepithelium of the pecten area which lies between 
the pectenate line and Hilton’s line. 


Is a pecten band a normal anal structure? 


No. It has been found microscopically that pecten bands consist mainly of fibrous 
connective tissue; the end result of passive congestion, sphincter spasm and infection of 
the subepithelium of the pecten area. 


In what anorectal conditions are pecten bands most commonly found? 


The most common conditions associated with pectenosis is fissure-in-ano, cryptitis 
and papillitis. However. thev are also found with conditions such as hemorrhoids, pruri- 
tis ani, constipation and fistulae. 


Is pectenosis a fibrosis of the anal sphincter muscles? 


Careful histopathologic studies with Van Gieson’s and Mallory stains did not re- 
veal a single case which showed invasion of the sphincter muscles with fibrous connec: 
tive tissue; which brings up the next question. 


Is it necessary to do a sphincterotomy? 
With the exception of such cases as fistulae, abscess and anal stenosis, which in- 


*Read before the Second Annual Convention of the International Academy of Proctology, 
San Francisco, Calif., June 23, 1950. 
+Associate Professor of Proctology, Chicago Medical School. 
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volves the sphincter muscle; the writer feels that a routine sphincterotomy, in addition 
to pectenotomy, is unnecessary for the following reasons: 


(1) Since the fibrotic connective tissue does not involve the sphincter, why cut a 
normal physiological muscle. 


(2) If one will incise the pecten band, one will notice that the anal canal relaxes 
immediately, making it unnecessary to incise deeper. 


(3) Incising the sphincter in addition to the pecten band leaves the patient with 
a furrow at the site of incision, which may tend to cause seepage with resulting soiling 
of the underclothing and sometimes a very troublesome itching. 


How thick is a pecten band? 


The thickest band in our studies was 5,300 microns or a little over 5 millimeters 
and the thinnest 1,500 microns or 1.5 millimeters. 


What are the limitations of the pecten band in relation to the pectenate line and 
Hilton’s line? 


Clinical experience has revealed that the pecten band frequently extends for a 
short distance above the pectenate line as well as below Hilton’s line. 


Is there any relationship between the duration of the disease and the thickness of 
the pecten band? 


It is our impression from a correlation of the histopathological changes noted in 
biopsied pecten bands that the longer the duration of the complaint, the more fibrotic, 
more hyalinized and thicker was the band. 


Have our microscopic findings on pectenosis ever been corroborated? 


(1) J. W. Morgan’s paper “Pectenosis and Minor Maladies of the Anal Region” 
appearing in Surgery, Gynecology and Obstetrics, 1934 states: 


“In 7 of our cases a wedge shaped section of the band was removed and sent to the 
pathologist for histological examination. In 5 of these the slides demonstrated dense 
fibrous tissue. In 2 the pathologist reported unstriated muscle with fibrous tissue. These 
reports disarm any criticism that the band divided was the external sphincter and indi- 
cate the true nature of the deposit.” 


(2): Fine and Lawes paper: “On the Muscle Fibers of the Anal Submucosa with 
Special Reference to the Pecten Band” which appeared in the British Journal of Sur- 
gery, 1940. Their resume of the microscopic findings of pecten bands state: 


“1. All of the specimens examined contained involuntary muscle fibers. 


“. 


others contained an equal amount or an excess of fibrous tissue.” 


2. Some consisted of compact muscle bundles with hardly any fibrous tissue; 
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(3) C. Dukes; Chief Pathologist of St. Marks Hospital, London, (1949), in a 
personal communication states “I am in complete agreement with you with regard to the 
nature of the tissue which is referred to as the ‘Pecten Band’. We have often sectioned 
this and found dense fibrous tissue together with a few muscle fibers.” 


What is the origin of the smooth muscle fibers commonly found in microscopic sec- 
tions of pecten bands? 


The anatomical studies of the anorectum by Gorsch, Levy, Mulligan and Morgan, 
Fine and Lawes and Spiesman, have helped materially to explain the following origins 
of the smooth muscle fibers found in pecten bands. 


1. Continuation of the musclaris mucosa of the rectum into the pecten area. 


2. Terminal smooth muscle fibers from the longitudmaland conjoined longitudinal 
muscles which pass through the internal sphincter and terminate in the pecten area. 


3. Fibers from the intersphincteric septum which originate from the longitudinal 
and conjoined longitudinal muscles. 


Why are the smooth muscle fibers encountered in pecten band operations not ma- 
hogany in color as are other muscle fibers? 


Cajal in his book on Histology, 1933 states “that unstriated muscle can also appear 
pale simulating connective tissue.” 


This question troubled us for many years; following Abel’s description of the gray- 
ish-white fibers of the pecten band in contrast to the mahogany appearance of the 
sphincter muscle fibers. For a long time it was difficult for us to understand why the 
fibers of the pecten band appeared only grayish-white and yet contained muscle bundles 
which should appear mahogany. ; 


Is anorectal divulsion necessary or advisable? 


We feel that anorectal divulsion is an unsurgical procedure; is not necessary and 
is frequently responsible for the recurrence of fissure-in-ano. Stretching of the anal 
canal tears the fibers of the pecten band with a resulting traumatic fibrous connective 
tissue infiltration that is worse than the original band. Before we started doing pecteno- 
tomies, recurrent fissure-in-ano was common but in the past 18 years we do not recall a 
single recurrence following pectenotomy. 


What is the correct treatment of a pecten band? 


The operation, Pectenotomy, is a very satisfactory surgical substitute for the un- 
surgical procedure of divulsion. In our hands, over a period of 18 years it has been most 
gratifying. Without it we feel that we wouldn't be able to practice proctology. 











COLLOID CARCINOMA OF THE RECTUM WITH LYMPH-NODE 
METASTASIS IN A CHILD 


J. JOSEPH KLAR, M.D. 
Springfield, Mass. 
(Case REPORT) 


A fourteen-year-old schoolby complaining of constipation was referred by his physi- 
cian with the following history. 


Three months ago while at school he passed a cup-full of red blood one night, 
soiling his pajamas. A few days later he noted constipation, for which he saw the 
school nurse, who treated him with mineral oil and an enema. School closed shortly 
after this, and the patient went home. The constipation continued, and he frequently 
passed small amounts of semi-solid or liquid feces each day. At times, he noted red 
blood on the toilet-tissue and in the bowl. During the summer he worked as a caddie 
without undue fatigue, and lost 20 pounds which was ascribed to a more active life 
and change in his diet. For two weeks previously he had had anorexia and morning 
nausea. He also began to have small, frequent bowel movements at night and a dull 
discomfort in the rectum, which interfered with his sleep. He was seen by a physician 
for a routine preschool examination following which he was referred to me. 


The past and family histories were noncontributory. 


Physical examination showed a healthy appearing and well-nourished youngster. 
The only positive finding was a hard mass just inside the anus on digital examination, 
which encircled the rectum but no definite ulceration could be felt. The mass was 
extremely rubbery in consistency and was not characteristic of carcinoma. It lay just 
inside the anal ring and was painful and felt as though it was completely covered by 
mucous membrane. No crater could be made out, and this was confirmed subsequently 
by the sigmoidoscope. 


The urine was normal. The blood hemoglobin was 15.1 gm., and the white-cell 
count 10,000. The blood-chemistry findings were normal as were all the other routine 
laboratory data. 


Sigmoidoscopy was painful and therefore unsatisfactory, but some hard, red tis- 
sue was seen 2.5 cm. from the anus, from which a biopsy was taken but, unfortunately 
lost in transit to the laboratory. 


X-ray examination following barium enema showed partial obstruction in the 
rectum. The radiologist was loath to put much barium into the bowel because after 
evacuation there was still a goodly amount present and he was fearful of getting too 
great an accumulation above the lesion. The films clearly demonstrated an annular, 
constrictive lesion involving the rectum, beginning at the anus and ascending for a dis- 
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tance of 5 to 6 cm. The appearance was quite characteristic of a malignant neoplasm 
and undoubtedly ulcerated. 


While the lesion did not feel like a true mass, one might easily get that impres- 
sion especially, because it was hard and rubbery and reddened. The difficulty in 
proctoscopy due to narrowing supported this impression after one ruled out lympho- 
granuloma inguinale which does not feel like a true mass but is an annular inflam- 
matory process continuing long enough to produce scar tissue and gradual tube-like 
narrowing of the rectum. It may take the form of a short diaphragmatic stricture 
however, 1.0 to 2.5 cm. above the anus, or may also eventuate in a true tubular 
stricture of considerably greater length. From the literature, while one may glean 
the impression that lymphogranuloma predominates in females, especially of the colored 
race, my own experience shows a higher incidence in males. 


Tuberculosis of the lower rectum in a hypoplastic form is relatively uncommon, 
and when it does occur, it usually takes the form of ulceration of the anus, whereas 
the hyperplastic form is encountered more often in the cecum, though it has been re- 
ported in the rectum. I have never seen one. 


Rather than subject the boy to another sigmoidoscopy an operation was decided 
upon. Upon palpation of the mass after opening the abdomen a frozen section biopsy 
was done because of the very definite rubbery feel. The microscope revealed colloid 
carcinoma with metastasis to the lymph nodes although the mass imparted the feel 
of a lymphoma to the examining fingers. A combined abdominoperineal resection was 
done and a large ulcerated tumor that looked like the common garden-variety type of 
adenocarcinoma of the bowel was removed. Microscopically, however, it was not the 
type of adenocarcinoma that is seen ordinarilly with well formed glands but a signet- 
ring-cell type of colloid carcinoma, a type that is more often seen in the stomach. 
The cytoplasm of each cell was replaced by mucoid material pushing the nucleus to 
one side to form what is known as a signet-ring cell. This type of tumor is usually 
a very malignant one. In this particular case, the tumor had extended anteriorly to 
involve the serosa, and sixteen of the seventeen lymph nodes that were examined were 
involved. 


Some years ago, I saw a carcinoma of the bowel, also colloid in type, in a child 
of seven or eight years. She had been admitted with the complaint of a mass in the 
groin, and on biopsy it proved to be a metastatic lymyh node full of colloid carcinoma. 
The primary site was found to be in the rectum. 











EDITORIALS 


TRUTH Is CHANGE 


When the motto, Truth Is Change, was selected for the seal of the International 
Academy of Proctology many letters were received from physicians throughout the 
world asking its significance. During this period of vast political, economic and medical 
change the answer to this question should be self-evident. 


There is no truth other than in change. The truth of the shape of the world before 
Columbus was that the world was flat. The truth since that time has changed. Indeed, 
it continues to change. The truth of logic before Aristotle was disorganized and went 
off in all directions at once. The truth after Aristotle was formalized and based chiefly 
upon the syllogism. The truth since Korzybski has become reformalized in terms of 
general semantics. The truth of logic continues to change. 


The truth of physics has developed through Newton to Einstein and continues to 
develop into the future. In other words, our concept of truth must ever remain flexible. 
There is no constant truth in anything, whether it be the realm of physics, chemistry, 
medicine or any other field. 


It would appear that the only constant truth is that “truth” is represented by 
change. Thus, the Academy motto, Truth Is Change. 


The physician is ever in search of some fragment of truth. Insofar as medicine 
remains an art the search must continue. Insofar as physicians must deal with an in- 
divisible human mind and body, medicine will always remain an art. Therefore, the 
truly great physician is always prepared for change. Indeed, he seeks and welcomes 
change. 


The rigid physician who practices medicine as his father and grandfather did is 
outmoded. This applies to all fields of medicine, but is particularly evident to the 
proctologist. 


The old order changeth indeed. Injection therapy of the early proctologists has 
found its place, and has yielded for the most part to surgical technics. The postoperative 
pain of earlier proctologic approaches has become a relic of the past. Patients now 
expect and should receive painless surgery and a painless postoperative course. The 
older therapies of pre-antibiotic days belong entirely to the past. Infections are yielding 
rapidly as the newer antibiotics are developed. 


The prolonged bedrest formerly considered essential for all surgery has given way 
to the newer concept of rapid or immediate postoperative ambulation. A better under- 
standing of the physiology of wound-healing, the general physiology of the patient, 
and the psychological needs of the individual have made this change inevitable. 
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An understanding of emotional aberrations and their influence upon the body 
generally, developed chiefly since Freud, has resulted in the newer approaches of psy- 
chosomatic medicine. The psychosomatic aspects of proctology are now reaching our 
awareness. 


These are but a few of the changes within the internal structure of proctologic 
therapy. They will serve as examples of the fact that Truth Is Change. 


I remember a question from the floor during an early meeting of the International 
Academy of Proctology in Atlantic City. The questioner asked, “A year ago you wrote 
enthusiastically about tyrothrycin as a local postoperative dressing. Today you are 
speaking with equal enthusiasm about an entirely different preparation. How do you 
account for that?” The answer, of course, is very simple. The truth as we see it today 
is not necessarily the truth of tomorrow. The man who will defend his position of a 
year before, or perhaps even of yesterday, to the death, is a man of rigid character. He 
is a man who does not realize the everchanging and growing body of knowledge avail- 
able to him. He is a man who would say, with conviction, “My father was a Democrat, 
my grandfather was a Democrat, and therefore I am a Democrat!” 


We must all change, and must welcome change if we are to practice the best 
quality medicine. The International Academy of Proctology, in its very concept, is 
another example of this trend in a changing world. 


We must think in international terms. The day of isolationism is past. The bell 
truly tolls for us, no matter where it sounds throughout the world. 


The formation of the International Boards is another forward step in this chang- 
ing world. Progressive physicians in all parts of the world will welcome such develop- 
ments, and will take an active part in advancing them. 


Do not hold sacred the symbols of the past. Give everything a date, realize its 
truth as of that date only, and be prepared for change. TRUTH Is CHANGE. 


ALFRED J. CANTOR 








THE OBLIGATIONS OF THE PHYSICIAN* 


The foundation of all good medical practice is the personal patient-physician rela- 
tion. The true physician cares for the physical ailments of his patients, and is their 
confidant in social and spiritual matters which often condition their physical well being. 
He meets their problems by the best advice and treatment of which he is capable. Medi- 
cine marches hand in hand with science, and as new knowledge of the causes and treat- 
ment of disease is acquired, the physician applies it in his daily service to the people of 
his community. He gives care to the medically indigent and the poor, and joins with 
others in the community to help the otherwise unfortunate. These obligations we as 
physicians have met and are meeting with ever increasing effectiveness. In the past 50 
years the expectation of life at birth has been increased by 20 years. But despite this 
enviable record, death cannot be prevented. It can only be postponed. Methods and 
standards are constantly improving, but the goal moves ever in advance. 


Now and then we learn of physicians who have not lived up to the ideals of their 
profession. They offend by exploiting their fellow men, or by breaking federal or state 
laws for financial gain. The enemies of medicine and of our government seize on such 
lapses and magnify them as typical of the whole profession, ignoring the frailties of 
human nature, which occasionally involve members of other professions and business. 
Even politicians sometimes land in jail. 


The bounding advances of general science daily offer new tools to medicine and 
impose new obligations for their utilization in the battle to relieve suffering and pro- 
long human life. Studies of nuclear fission have yielded isotopes usable in a hundred 
ways for better understanding of cell growth and for the diagnosis and treatment of 
tumors; glandular physiology made possible the first steps toward the control of sys- 
temic disease involving collagen dyscrasias; studies of physiology of bacteria have yielded 
antibiotics which have revolutionized the treatment and cure of infectious diseases. 


All these more recent advances have added to the complexities and subdivisions of 
medical practice already necessitated by the growth of medica! knowledge in special 
fields. In order that patients may receive expert treatment in difficult cases, some phy- 
sicians have devoted their lives to the acquirement of special skills. The acquirement 
of such skills, and the demands of medical progress for ever increasing scientific knowl- 
edge have imposed new and heavy burdens on the medical education of all physicians. 
The quality of training in medical schools must not be impaired either by haste or by 
excessive dilution, if the physicians of the future are to understand the language and 
safely employ the tools of modern therapeutic fields. 


In a new and unsettled country, frontiers of civilization advance irregularly and 
later require realignment. The frontiers of medicine likewise need re-evaluation with 
respect to the application of new knowledge to the care of patients of the thousands of 
general practitioners. This re-evaluation is already under way. The vast improvement 





*The author of this editorial is the Past President of the American Medical Association. 
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in standards of medical education has produced an ever growing army of physicians, 
who by education have qualified themselves to make available to all the people these life- 
saving developments of science. As a citizen, too, the physician is qualified by education 
for civic leadership, and properly takes his place in the councils of his community. 


The general practitioner thus has the place of honor and the opportunity of the 
centuries, but he also has the obligation to read and study, so that he may keep abreast 
of sound advances, both scientific and civic and avoid unsound and dubious procedures. 
This is a real challenge. 


With this exciting and inspiring vista in our modern medical world, it is not sur- 
prising that physicians often have overlooked and neglected their obligations as citizens. 
Indeed only recently have citizens in general realized that here in America—a paradise 
compared to the rest of the world—our liberty and our country are threatend from 
within and from without. 


Physicians traditionally have abjured poltical activity. They assumed as did other 
citizens that all would be well, and absorbed in the duties of general practice or of a 
specialty, paid scant attention to the social and political moves of those who plan to 
socialize and then communize this country. Physicians with other citizens in the busi- 
ness world, failed to recognize the significance of social measures, alleged to help the 
unfortunate, which in. effect robbed the recipient of his sense of personal responsibility, 
and of incentive to help himself. Not until the direct attempt was made, under the 
guidance of socialists and communists, to socialize American medicine did the physi- 
cians and the public realize the true intent of the enervating social and welfare per- 
formances of the past 15 years. During these 15 years, sound economic principles have 
been discarded. We have been urged to “spend ourselves rich”. The laws of supply 
and demand have been flouted. Wasteful and deceptive alleged welfare measures, which 
have always failed in other countries, have been proposed under the guise of helping the 
needy. Free medical care has been promised, for which the recipients would pay a tax, 
excessive for the quality of service rendered and destructive of medical standards already 
attained. 


Worse than the waste, has been the effect of this kind of thinking on the youth of 
this country who have been taught to care less and less for the dignity and responsibility 
of labor. Many have lost their pride in work well done, and their sense of personal 
responsibility to help themselves. 


But now citizens are becoming increasingly aware of our internal danger, and more 
recently of our external dangers for which this muddled thinking is in large part re- 
sponsible. As in the past two years, physicians must continue to accept, in addition to 
their professional duties, their obligations as citizens, and by their individual efforts and 
votes, help other patriotic groups in business, in labor and on the farm to save America 
from socialism and communism. ERNEST E. IRONS 











NEWS NOTES 
TEACHING SEMINAR IN PROCTOLOGY 


The teaching seminar in proctology announced in the last issue, will be held at 
the Hotel Statler in New York City, on Saturday, April 7th, 1951. 


The sessions will commence at 9:00 A. M. and end at about 5:00 P. M. Among 
the subjects which will be covered by the speakers will be: Hemorrhoids, Surgery, 
Injection, Postoperative Care and Improved Technics; Use of the Newer Therapeutic 
Agents in Proctology; Proctitis and Colitis; Diagnosis and Treatment of Rectal Car- 
cinoma; Rectal Abscess and Fistula; Venereal Diseases of the Rectum. 


The seminar will feature round-table discussions and question and answer periods. 


While there will be no charge for registration, the number admitted will be 
limited to those who have registered in advance and received written confirmation. 

For further information and registration, write to Dr. William Lieberman, Chair- 
man, Seminar Committee, International Academy of Proctology, 1819 Broadway, 


New York 23, N. Y. 





THIRD ANNUAL CONVENTION 


The Third Annual Convention of the International Academy of Proctology will 
be held at The Mayflower in Atlantic City, N. J., June 7-8, 1951, immediately pre- 
ceding the meeting of the American Medical Association. 

Invitations to present papers at the scientific sessions have been extended and the 
full program will appear in the June issue of THE AMERICAN JOURNAL OF PROCTOLOGY. 

The sessions will be open, without charge, to members of the medical profession, 
whether or not they are affiliated with the International Academy of Proctology. 

Members of the Academy have received hotel reservation cards through the mail 
and are urged to arrange immediately for their rooms. 

The Annual Meeting, Annual Banquet and Annual Meeting of the Board of 
Trustees, as well as election of officers will take place at this time. 





UNESCO Book Coupon PLAN 
The UNESCO Book Coupon Plan was established by the United Nations Edu- 


cational, Scientific and Cultural Organization to enable individuals and institutions in 
certain foreign countries to purchase American books and periodicals despite the dol- 
lar shortage. The U. S. State Department delegated the American Booksellers Asso- 
ciation, Inc. to handle the Plan in this country. 

Procedure: 1. UNESCO Book Coupons may be obtained at the Central Dis- 
tributing Centers in all participating countries. Coupons may be purchased in the 
currency of the participating country, thus by-passing the prohibitive dollar exchange. 
See accompanying list of distribution centers. 
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2. Catalogs of major American publishers are available at the Central Distribu- 
tion Centers. If the price of a book cannot be found, the ABA will be glad to try to 
locate the book with the facilities at its disposal. 

3. When the price, publisher, etc. of a book is known, orders accompanied by 
the proper amount in signed UNESCO Book Coupons should be sent directly to the 
American Booksellers Association, Inc., 724 Fifth Avenue, New York 19, New York. 
The proper amount for any book is its retail price plus 25¢ in postage per $6.00 
worth of books. The ABA will then order the book from the publisher and have it 
sent directly to the customer. If the customer so wishes, he may send to the ABA a 
deposit in UNESCO Book Coupons and order books against this credit. 

4. The American Booksellers is allowed to retain a 15 per cent discount on all 
publications sold, and will pass on any additional discount to booksellers or institutions 
placing the order; in cases where insufficient discounts, or none are granted by pub- 
lishers, ABA will make a surcharge up to 15 per cent. However, the retail amount of 
the books should be sent to the ABA, and the amount due the customer, when the 
order is completed, will be refunded or set up as a credit whichever the customer 
prefers. 

5. The ABA will send the customer a complete statement of his account when 
the order is completed. It usually takes about two months from the time the ABA 
received the order until the customer receives the books. 


Distribution Centers 

CZECHOSLOVAKIA—Orbis Co., Stalinova 46, Prague XII. 
EGYPT—Adnministration of General Culture, Ministry of Education, Cairo. 
FRANCE—Direction des Bibliotheques de France, 55 rue St. Dominique, Paris 7e. 
INDIA—AMinistry of National Education, Government of India, New Delhi. 


UNITED KINGDOM—Unesco Book Coupons, c/o Book Tokens Ltd. 28 Little 
Russell St., London, England. 

ISRAEL—Dr. G. J. Ehrlich, Import Licensing Office, Ministry of Education and Cul- 
ture, Hakirya. 

GERMAN Y— (Bundesrepublick)—Notgeminschaft der deutschen Wissenschaft, Bue- 
chelstrasse 55, Bad Godesberg. 

IRAN—The President of the Persian Natl Commission for UNESCO, Avenue du 
Musee Teheran 

SOUTH AFRICA---The Dept. of Education, Arts and Science, New Standard Bank 
Bldgs. Pretoria. 

ITALY—lItalian National Commission for UNESCO, Villa Massimo, Largo di via 
Villa Massimo, 2, Roma. 

BURMA—The Secretary, Provisional Natl. Commission, Secretariat Buildings, Ran- 


goon. 
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INDONESIA—The Ministry of Education and Culture, Djalan Tijlatjap 4, Djakarta. 


THAILAND—Thailand National Commission for UNESCO, c/o Ministry of Edu- 
cation, Bangkok. 


HUNGARY-—Ibusz Company, Akademia-utca 10, Budapest V, Hungary. 
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ABSTRACTS FOR PROCTOLOGISTS 


=e R. N. Gorsch and U. R. Finnerty: Rev. Gastroenterol. 17:39-48, (Jan.) 
1950. 

Anal fissures occur in infants, children and adults. They are predominant in females. They 
must be differentiated from chancre, chancroid, epithelioma and colloid carcinoma. Treatment 
of acute fissure is topical or injected anesthesia so that dilation and massage can be done to re- 
lieve and prevent muscle spasm. Anucaine has been found most useful by injections of even 
distribution around branches of inferior hemorrhoidal, fourth sacral and posterior sacral nerves. 

The chronic fissure is best cared for by excision with continuous adequate drainage, together 
with removal of associated pathology and division of subcutaneous external sphincter muscle. It 
is essential that the anal end of the wound heal before the healing of the outer skin. 

C. H. BENAGE 





ANTERIOR RESECTION OF CARCINOMA OF THE RECTUM AND RECTOSIGMOID. 

William H. Prialeau, Southern M. & S. p. 299 (Sept.), 1950. 

In an anaiysis of 163 cases of anterior resection of the rectum and rectosigmoid for carcinoma, 
it was concluded that this type of operation should never be done if the lesion exists in that 
portion of the rectum extending from the anal orifice to a level 3 inches above, and only rarely 
if the growth should be located between the anal orifice and 5 inches above. In other words, the 
operation is only indicated if the growth is above the 5 inch level. Epcar Scott 





SURGICAL TREATMENT OF CARCINOMA OF THE LOWER BOWEL. H. E. Bacon, 

I. Sauer. Cancer. 3:773-778 (Sept.), 1950. 

Drainage occurs, high in the rectum, only through the lymphatics of the mesorectum; but 
below Kohlrausch’s plica or the middle valve of Houston drainage occurs through all the three 
areas of spread. Hence, there is absence of nodal involvement in the area of lateral spread if the 
lesion is located more than 3 cm. above the pectinate or anorectal line. 

Therefore, all cancerous lesions of the anal canal and the last 3 cm. of the rectum are re- 
moved only by the Miles abdominoperineal method of excision with pelvic lymphadenectomy. 

Above this level (6 cm.) the entire rectum, lateral ligaments, levators, mesorectum and 
mesosigmoid are removed with high ligation of the inferior mesenteric vessels and preservation 
of the sphincter. 

Sigmoid lesions are resected with immediate establishment of continuity. HAROLD NEIFELD 





CLINICAL EXPERIENCES WITH ULCERATIVE COLITIS. Lowell D. Snorf. Miss. Valley 

M. J. pp. 64-68, (May), 1950. 

Chronic ulcerative colitis is a disease of unknown etiology, occurring in the younger age 
groups, although it is also found in adults. 

Common symptoms are blood in the stools, tendency to loose movements, fever, diarrhea, 
generalized soreness in the abdomen. Rectal soreness is often present. Very often anemia devel- 
ops due to hemorrhages from the rectum. The touch of the scope or slightest brushing of a 
cotton swab to the wall results in bleeding. It is believed 95 per cent of idiopathic ulcerative 
colitis will be recognized by a proctoscopic examination of the rectosigmoid region of the colon. 
Some have held that allergy is of primary importance. 

Emotional conflicts play a part in more than 75 per cent of the cases; and it is the belief of 
Dr. Snorf that most patients that have ulcerative colitis, have a psychological abnormality con- 
tributing to orgin or to exacerbation. 

Results from ileostomy are not very satisfactory. When all conservative measures have 
failed such operations have to be considered. Ileostomy may be indicated when such complica- 
tions as anorectal abscesses, perforations, obstructions or arthritis develop. NorMAN ALBERT 





RADIATION PROCTITIS. Orville T. Evans, Southern M. J. pp. 667-670; (Aug.), 1950. 

A resumé of the management of 20 cases of late radiation proctitis, with a simple regimen 
of treatment, is presented. 

This condition, developing in approximately 3 per cent of paitents five to six months after 
the application of radiation therapy for extrarectal pelvic lesions, is readily recognized, in view 
of such a history, in the majority of cases. If there is any doubt, a biopsy should be taken from 
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one of the rectal lesions. Once the diagnosis radiation proctitis has been established, the treat- 
ment employed is designed to keep the bowel at rest and the patient as comfortable as possible. 
Epcar Scott 





IMPROVEMENT OF BOWEL FUNCTION. J. A. Bargen, Gastroenterology 13:275-279, 1949. 

J. A. Bargen found the oral administration of methylcellulose in 0.5 gm. tablets has no 
effect on the stomach or small intestines, but produces bulk by the time the lower ileum and 
colon is reached. Six tablets every four hours lessens constipation or diarrhea, whichever may 
be the condition. The exception is extensive ulcerative colitis. C. H. BENAGE 


INFECTED PILONIDAL CYSTS: A SIMPLIFIED METHOD OF TREATMENT. John H. 

Korb, Military Surg. (Jan.), 1951. 

The article reports a method for the treatment of infected Pilonidal Cysts and discusses its 
advantages over other methods of treatment. 

The technic described can be performed in any dispensary, causes practically no loss of 
normal tissue and permits the use of the open pack method during the period of healing, thus 
allowing patient to continue working. 

Technic consists, in sacrococcygeal area and buttocks being shaved, and surgically prepared 
while patient is on dispensary examining table. The skin over the cyst, over the sinuses, and 
around the sinus openings is injected intradermally with 1 per cent procaine and adrenalin. Each 
sinus is incised and followed to the point where it either coalesces with another sinus or enters 
the cyst sac. Purulent contents and gross gelatinous material and hair are evacuated. Solid pieces 
of silver nitrate, weighing approximately 0.2 to 0.3 gm. each, are then implanted 1 to 2 mm. 
apart, as deeply as possible in the gelatinous material and distributed 2 or 3 mm. apart in the 
pockets, the extensions, and in the cyst sac. Total weight of silver nitrate required varies from 
1.5 to 4 gm. In 20 to 30 minutes practically all the silver nitrate is dissolved; a dry dressing is 
placed over the area, and the patient detained in the ward for a period of 4 hours. At the end 
of 4 hours a vaseline dressing is applied and the patient may then return each day for treatment 
until healing is complete. Daily treatment consists of hot Sitz baths and packing with vaseline 
dressing. In 24 to 72 hours the cyst sac becomes loose, but the eschar on the skin may not loosen 
until after 5 to 8 days. 

It was the opinion of 10 medical officers on duty at the dispensary, who studied the 22 
patients so treated, that this technic provides a method which is superior to other methods 
with which they were familiar. No antibiotics were used. No recurrence has been seen or 
reported. Leon HirscH 








CONGENITAL MALFORMATIONS OF THE ANUS AND RECTUM. D. A. Davis. N. Y. 

State J. Med. 50:2950-2952, (Dec. 15), 1950. 

Congenital malformations of the anus and rectum probably occur more frequently than 
ence in 5,000-10,000 births. These anomalies are of four types: patent anus and rectum with 
stenosis of the anus or rectum: imperforate anus (membranous obstruction); imperforate anus 
with rectal pouch ending blindly some distance above; and normal anus and rectal pouch with 
rectal pouch ending blindly some distance above. 

The first type is treated by daily digital dilatation until the anus or rectum are adequate; 
those with imperforate membranous anus by rupturing the membrane with the finger or incising 
it and removing the excess tissue. The others are repaired by a defunctioning transverse colos- 
tomy and a secondary plastic repair of the rectal defect. The colostomy in these cases is closed 
3-4 weeks after the proctoplasty or when the wounds are completely healed. 

The last two types may have fistulous openings into the bladder, vagina, uterus, urethra or 
perineum. The rectovaginal fistulae are the most common. Fistulous anomalies are more fre- 
quent in females; but rectal and anal anomalies are commoner in males. Haro_p NEIFELD 





MANAGEMENT OF INTERNAL AND EXTERNAL HEMORRHOIDS. H. E. Bacon, Kan- 
sas City M. J. 26:11, 12, 1950. 
The pertinent points in the surgical management of’ hemorrhoids are: 
1. Avoid all unnecessary trauma 

Use sharp dissection 

Accurately approximate mucosal edges with fine catgut 

Omit all rectai packs 

Establish early ambulation 

Frequent hot Sitz baths and frequent inspection C. H. BENAGE 
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RECTOSIGMOID ANASTOMOSIS BY INVAGINATION IN CHRONIC INFLAMMA- 
TORY CONDITIONS. W. H. Prioleau. J. Internat. Coll. Surg. 13:388-393, (April), 1950. 
Prioleau cites three consecutive successful cases of rectosigmoid anastomosis by invagina- 

tion. This procedure, he believes useful when chronic inflammatory processes prevent mobiliza- 

tion of the rectum, in instances in which reestablishment of continuity between the rectum and 
sigmoid is undertaken. 
The colon is mobilized sufficiently to permit its end to reach the rectum. Then the end of 

a tube that has been passed through the anus is drawn into the abdominal cavity through a small 

incision in the rectal stump, is fed for about 8 cm. into the sigmoid and anchored there by a 

heavy encircling transfixion suture. The sigmoid with its attached mesentery is drawn through 

the above incision into the rectum for several centimeters by traction on the rectal tube, and held 
there by a gauze sponge around that portion of the tube just outside the anal orifice. The tube 
permits the passage of gas and liquid feces, is kept open by irrigation and is withdrawn about the 
seventh day. Any constriction is overcome by dilatation by drawing bougies downward through 
the distal colostomy, if present, and out through the anus. If no colostomy exists, dilatation is 

deferred for 2 or more weeks, and then soft rubber bougies are gently passed upward through a 

proctoscope under direct vision. Haro_pD NEIFELD 





INTRAPERITONEAL DRIP FOR POSTOPERATIVE FLUIDS. J. K. Narat, A. F. Cipolla, 

J. P. Cangelosi and A. L. Vincenti. Arch. Surg. 60:102-111, 1950. 

Intraperitoneal drip spares the patient pain connected with the introduction of the needle 
and the discomfort of one or more extremitics immobilized. A frequent change in position is 
possible for the patient which is desirable for prevention of pulmonary complications and post- 
Gperative thrombosis and embolism. The danger of overloading the circulation is avoided. 

Isotonic sodium chloride, 5 per cent Dextrose and amino-acids, Vitamin compounds, Plasma, 
Penicillin, were used in rabbits. All solutions, save aminoacids and plasma, were absorbed more 
or less rapidly and with tolerance. 

Postmortem cultures failed to reveal infection. Fibrinous deposits about the intraperitoneal 
portion of the drip tube did not retard absorption. The findings suggest this procedure in man. 


C. H. BENAGE 





CONSTIPATION: ITS RELATIONSHIP TO ANORECTAL DISEASES AND TO DIET 
AND FLUID INTAKE. George H. Thiele, Charles E. Howard. Southern M. J., (July), 
1950. 

In a review of 3,000 consecutive patients seen in proctologic practice, the author concludes: 

(1) Incidence of constipation was 55 per cent; (2) hemorrhoids, ulcerated anal fissure, perianal 

and perirectal abscess, and fistula is more common in patients who have not been constipated 

than in those who have been; (3) Rectal and anal pathology results two to three times as fre- 
quently in individuals whose stools are fluid, or abnormally soft, than in persons who are or have 
been constipated; (4) The relation of fluid intake, diet, and other related factors toward prevent- 
ing and overcoming constipation. is outlined. Epcar Scott 


GENERALIZED GIANT HYPERTROPHIC GASTRITIS SIMULATING NEOPLASM. 

I. P. Bartlett, and Wm. E. Adams: Arch. Surg., 60:543-558, 1950. 

The hypertrophy and hyperplasia of gastric mucosa constitute the chief changes of Hyper- 
trophic Gastritis. The etiological factors have not been proved, though chemical, mechanical 
and thermal irritants may well play a role. 

Horner cites symptoms in order of frequency: upper abdominal distress without constant 
relation to food. -Nausea and vomiting, anorexia, weakness and weight loss, diarrhea, and head- 
ache with anemia at times and infrequently gastrointestinal hemorrhage. 

The treatment seems to warrant total gastrectomy for the incidence of lymphosarcoma oc- 
curring with, or following, Giant Hypertrophic Gastritis is greater than many suspect. 

C. H. BENAGE 


PITFALLS IN COLON SURGERY. Raymond W. McNealy and Francis D. Wolfe. Illinois 
M. J. 205-207, (Sept. 1), 1950. 
Surgery is not necessarily indicated in all cases of obstructing lesions of the large bowel. It 
is best to try to decompress the bowel from above or below by use of suction or irrigation. 
Better results are obtained when nonsurgical methods are used to decompress the bowel 
than when surgical decompression is employed. If surgery is indicated the suturing and infold- 
ing of the suture line are to be taken into careful consideration as these are great obstacles to 
successful repair in large bowel surgery. 
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Caution must be used to protect the suture line from strain. 
Intake of food and liquid is limited. Also, suction and an indwelling rectal tube will help 
limit the distention. NORMAN ALBERT 





THE USE AND ABUSE OF OIL SOLUBLE ANESTHETICS IN PROCTOLOGY. Mark M. 

Marks. Kansas City M. J. 26: 22-23, 1950. 

Following the advent of benacol in 1927, many similar formulae were developed that have 
prolonged anesthetic effect. 

In the past five years a gradual decrease in the use of these agents has been noted. The 
author has found them useful in diminishing postoperative pain following anorectal surgery. 

Complications that may arise following injections of oil-bearing anesthetic materials are: 
1. Abscesses. 2. Oleomas, resulting from poor distribution of the injected material. 3. Hemato- 
mas about the sphincters and occasionally some temporary weakness or incontinence. 

en c.c. of oil soluble anesthetic and an equal quantity of two per cent procaine solution 
are drawn into a 20 c.c. syringe through a 20 gauge needle. By adding a small quantity of air 
and bouncing the syringe against the thenar surface of the opposite hand, a temporary emulsion 
of the oil is rapidly produced. With expulsion of the air the mixture is injected about the anus 
in four quadrants. A few c.c. are placed anteriorly and subcutaneously. Five c.c. are next in- 
jected into each ischiorectal space. The remainder is deposited in the deep posterior anal space. 
Gentle massage facilitates distribution of the emulsion. 

The advantages of using an emulsion over the oil alone are that a smaller caliber needle 
lessens the trauma, a better dispersion of oil is obtained with less possibility of pooling, and 
hemostasis of the temporary pressure of the procaine lessens bleeding. The length of the anes- 
thetic action varies from fifteen to forty-two days. C. H. BENAGE 





ACUTE FULMINATING ULCERATIVE COLITIS WITH PERFORATION. H. W. Roth- 
man and J. A. Marks. N. Y. State J. Med. 50:1389-1391, (June 1), 1950. 
The authors report a case of a 40 year old male negro with a two weeks history of diarrhea, 
blood and mucus in the stools: rupture and death. They advise ileostomy if patients do not 
respond to medical therapy within 1 week Haro_p NEIFELD 





THE VALUE OF PROCTOSCOPY AS A ROUTINE EXAMINATION IN PREVENTING 
DEATHS FROM CANCER OF THE LARGE BOWEL. C. J. Miller, E. Day and E. S. 
L’Esperance. N. Y. State J. Med. 50:2023-2027, (Sept. 1), 1950. 

Proctoscopy reveals 98 per cent of rectal polyps, and 6 adenomas in each 100 proctoscopic 
examinations of normal adults. Proper preparation with castor oil is necessary. 

Malignant transformation occurs in a high percentage of intestinal adenomas, though no 
hereditary association could be traced. 

Complete removal of rectal and colon adenomas is essential. Haro_p NEIFELD 


THERAPEUTIC TRENDS AND MANAGEMENT IN ADVANCED CARCINOMA OF 
THE COLON AND RECTUM. M. R. Deddish. N. Y. State J. Med. 50:2047-2049, (Sept. 
1), 1950. 
Deddish, in colon and rectal cancer, recommends more radical surgical procedure, wide 
removal of the primary lesion together with regional lymph node-bearing tissures. 
Haro_p NEIFELD 


A NEWER CONCEPT IN THE MANAGEMENT OF CHRONIC ULCERATIVE COLITIS. 
J. J. Stefano. N. Y. State J. Med. 50:2050-2054, (Sept. 1), 1950. 
Stefano believes that colitis begins as a functional disease only to be then followed by the 
organic phase. He, therefore, treats his condition by hyperalimentation, intestinal disinfection, 
hyperventilation, hyperoxygenation and psychotherapy. Haro_p NEIFELD 








PSYCHIC TRAUMA ASSOCIATED WITH COLOSTOMY. Bernard J. Ficarra, Geriatrics, 
op. 219-221, (July-August), 1950. 
A patient on whom a colostomy has been performed, with the help of a friendly, and un- 
derstanding doctor, will be able to make the necessary mental adjustments associated with a 
colostomy. 
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The doctor should help the patient by reassuring him and answering the questions which 
will arise. In some cases, as in younger people, the help of a competent psychiatrist may be 
needed. Later, after the patient has become more adjusted, he may be instructed or given writ- 
ten information as to how to care for the colostomy, in order to eliminate offensive odors, irri- 
gate, etc. He is urged to return to his friends, occupation, and former mode of life. 

NORMAN ALBERT 





DIVERTICULITIS OF SIGMOID. Dean MacDonald. Am. Pract. and Digest of Treatment, 

1:239-245, 1950. 

Even after symptoms have appeared one may, with proper medical treatment, avoid surgery 
in 70 to 90 per cent of patients. Symptoms more frequently occur in middle age, thus a con- 
fusion with cancer is too often made. Obstruction is encouraged by small neck of the sac and 
lack of muscle in pouch. The usual symptoms are constipations, low abdominal discomfort, diar- 
rhea and tenesmus, vaginal pain and discharge or urinary frequency and dysuria. If in right 
lower quadrant, the pathology may provoke nausea and vomiting, simulating appendicitis. When 
diverticulae are asymptomatic, regular meals, bland feod and low residue diet are to be advised in 
conjunction with mineral oil per os and enemas. If results are not satisfactory, surgical inter- 
vention is required. Such may be by closure of perforation, colostomy or extensive resection; 
each case to dictate the procedure. C. H. BENAGE 
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BOOK REVIEWS FOR PROCTOLOGISTS 


AN INTEGRATED PRACTICE OF MEDICINE—Harold Thomas Hyman, M.D., Volumes I, 
II, II, and IV, and Index. 1184 illustrations, 305 in color. 319 Differential Diagnostic 
Tables. W. B. Saunders Company, Philadelphia, Pa., 1947. Price: $60.00 per set. 

This textbook “system” is truly well integrated. The clinician may begin his diagnostic 
study by reference to the index of Differential Diagnosis. The index will refer him to Tables of 
Differential Diagnosis. These in turn will assist in establishing the final diagnosis or indicating 
the necessary further diagnostic tests. 

hus, this set of books is of considerable practical value for all clinicians. The scope of the 
material is extensive, covering bodily injuries and bodily responses to injuries, disturbances of 
systems of communication and coordination, disturbances of end-organ systems, technics of medi- 
cal diagnosis and therapy, and the art of prognosis. Each section is written from the viewpoint 
of the on practitioner as well as the specialist. Each section is well illustrated and complete 
in itself. 

The Progress Volume provides the latest developments in therapy. Thus, the usual defi- 
ciencies of bound systems are remedied by The Progress Volume. ACTH, adrenal cortical ex- 
tract, the various new sulfonamides and antibiotics, etc., are all detailed in their therapeutic appli- 
cations in The Progress Volume. As of 1950, therefore, this set of books may be considered 
entirely up-to-date. 

From the viewpoint of the proctologist these texts are of general interest only. The material 
directed toward the colon and rectum is covered in pages 1820 through 1918. However, it is 
up-to-date, although lacking in detail. For example, tattoo therapy is mentioned for intractable 
pruritus ani. No details of such therapy are indicated, nor would they be expected in a text of 
this nature. 

The illustrations are excellent and adequate. The volumes are well printed and bound, as 
are all Saunders publications. 

his set of books can be recommended without reservation for the general practitioner, the 
internist, and the proctologist who wishes to have an unusually complete library. 





MANSON’S TROPICAL DISEASES—Sir Philip H. Manson-Bahr., G.M.G., D.S.O., M.A., 
M.D., D.T.M. and H. Contab., F.R.C.P. (Lond.) Past President of the Royal Society of 
Tropical Medicine and Hygiene, London, and the Medical Society of London. Consulting 
Physician to the Hospital for Tropical Diseases, London; the Albert Dock Hospital and Til- 
bury Hospital. Consultant in Tropical Diseases to the Admiralty. Formerly consulting Phy- 
sician to the Colonial Office and Crown Agents for the Colonies. Formerly Consultant in 
Tropical Diseases to the Royal Air Force and Ministry of Pensions. 412 illustrations. 1136 
pages. The Williams and Wilkins Company, Baltimore, Md., 1950. Price $9.00. 

This classical text is now in its thirteenth edition (the fiftieth anniversary of the -book). 
There have been great changes in the diagnosis, and more particularly in the therapy of tropical 
disease, during the past ten years. These changes are even now in progress, and the antibiotics 
are assuming a previously unequalled role in therapy. 

The physician who is not acquanited with the use of antibiotics in tropical disease therapy 
is very much out-dated. Therefore, although the text is very well written, beautifully illustrated, 
and up to date as of the time of publication (1950), it must be used in conjunction with more 
recent literature. 

Bearing this one exception in mind this book may be unqualifiably recommended for all 
physicians, and particularly, for proctologists. The proctologist is seeing increasing numbers of 
lymphogranuloma venereum, amebic dysentery and other tropical diseases affecting the intestinal 
tract. It is therefore important that he be well informed of the clinical diagnostic and therapeutic 
technics for the management of these types of pathology. 

The very fine sections on the dysenteries, and especially amebic dysentery, make the text of 
considerable importance. The book will be a welcome and valuable addition to any proctologist’s 
library. 





HANDBOOK OF MEDICAL PROTOZOOLOGY—Cecil A. Hoare, D.Sc. (Lond.) 43 illus- 
trations, 335 pages. The Williams and Wilkins Company, Baltimore, Md. Price $7.00. 
This very well written text covers the protozoa from the general and specific points of view. 

The book is introduced by a consideration of protozoa structure, reproduction and physiology. 

It is followed by a classification and chapter on ecology. 

The remainder of the book (the major sections) describe protozoa of the alimentary and 
genital tracts, protozoa of the blood and reticuloendothelial system, and diagnostic methods in 
protozoa infections. 
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The proctologist will be especially interested in the section on the alimentary tract and the 
material on diagnostic methods in the study of intestinal protozoa. 

The book is well illustrated throughout by line drawings. These drawings are quite diag- 
nostic. 

The current movement of large bodies of men from country to country and the increase in 
air travel, have made it essential for all physicians to know something about tropical medicine. 
It is particularly important for the proctologist to be acquainted with protozoal disease. 

Therefore, this book, although it will be of value primarily to parasitologists, laboratory 
workers and pathologists, should also be in the library of the proctologist. 





MONOGRAPHS ON SURGERY—1950 Edited by B. Noland Carter, M.D., Ph.D., Professor 
of Surgery, University of Cincinnati, Director of the Surgical Services, Cincinnati General 
Hospital. 501 pages. Thomas Nelson & Sons, 1949. Price $ 
Nelson’s Loose-Leaf Surgery is well known to general and specialty surgeons. The present 

volume represents a change in policy of the editors and publishers of Loose-Leaf Surgery. An 

annual bound volume, to contain monographs on general and specialty surgery, is to replace the 
loose-leaf form. The specialties covered in the current volume are gynecology, orthopedics, and 
urology. 

It is heartening to note that future volumes will present specialty subjects from different 
points of view. The fixed view-point offered by single-authored texts is excellent for the student. 
However, it is sometimes disconcerting for individual readers. 

The material of the current volume is well written and well illustrated. The authors are 
recognized authorities in their fields. 

The initial chapter on Chemotherapy in Surgery is particularly well presented, and very 
valuable. 

If the same standards are maintained in future volumes we can expect an ultimately com- 
plete and well written replacement for the Loose-Leaf Surgery. 





CURRENT THERAPY—1951 Edited by Howard F. Conn, M.D. With the collaboration of 
Edward Davis, Vincent J. Derbes, Garfield G. Duncan, Hugh J. Jewett, William J. Kerr, 
Perrin H. Long, H. Houston Merritt, Paul A. O’Leary, Walter L. Palmer, Hobart A. Rei- 
mann, Cyrus C. Sturgis, Robert H. Williams. W. B. Saunders Company, Philadelphia, Pa., 
1951. Price $10.00. 

This Current Therapy volume continues to be the finest authoritative therapy text of its 
kind. Balanced therapy is the keynote throughout, treating both the symptoms and the source 
of the symptoms. 

Each therapeutic procedure is the particular ““method” of well-known Clinincians. Technics 
are up-to-date and clinically applicable. 

here are forty-nine new contributors in the 1951 volume. Eighty-six new “methods” of 
therapy have been added. 

The proctologist will find interesting sections on Bacillary Dysentery, Intestinal Parasites, 
Primary Megacolon, Pruritus Ani, Granuloma Inguinals, Lymphogranuloma Venereum and 
Hidradenitis Suppurativa. 

The 1951 volume may be highly recommended. 





1950 YEAR BOOK OF DRUG THERAPY—Edited by Harry Beckman, M.D., Director, De- 
partment of Pharmacology, Marquette University School of Medicine. The Year Book 
Publishers, Chicago, IIl., 1951. Price $ 
This text is well prepared and timely. It has the general format of all year books. 

The special article introducing this year book is of particular interest. It is a plea by the 
author to consider the fact that the drug advances of the past ten years have conquered most 
infectious diseases. Thus, there will be increased numbers of aging and aged, and they must be 
made self supporting and productive. This special article is of primary interest also insofar as it 
summarizes the advances in drug therapy during 1940 to 1950. Such a review provides a proper 
perspective for the future. 

For the proctologist the section on infectious diseases, reviewing the antibiotics, will be of 
particular value. There is very little specifically directed toward proctologic therapy. A section 
on streptomycin in the treatment of tuberculosis of the rectosigmoid region and anus is included. 

he use of furmethide iodide in acute postoperative urinary retention will also be of interest. 

The text is generally valuable, should be most useful to the general practitioner and general 
surgeon, but will have specific interest for the proctologist only as above outlined. 
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PAINLESS RECTAL SURGERY—Alfred J. Cantor, B.A., M.D., F.1.A.P. Proctologist, Kew 
Gardens General Hospital, Long Island, New York; Formerly Assistant Attending Adjunct 
Proctologist, Hospital for Joint Diseases, New York; Founding President, International 
Academy of Proctology. 15 Special Illustrations. 177 pages. Hippocrates Press, New York, 
N. Y., 1951. Price $4.50. 

The author of Ambulatory Proctology presents another volume, this time for the waiting- 
room patient. The book is written in layman's language. It is intended to present the facts 
about rectal disease in a brief and non-technical fashion. It may, of course, be read with profit 
by the physician. However, the author's Ambulatory Proctology (Hoeber), is recommended for 
technical medical instruction. 

The waiting-room patient is often confused and worried. If he knew more about the mean- 
ing of the symptoms, and the fact that he can be cured “Without Pain and Without Hospitali- 
zation”, he would be more at ease. That is the major purpose of this book. The central theme 
is authoritative and well founded in clinical practice. 

Using the author’s technics of caudal anesthesia for surgery, and an oil soluble anesthetic 
for postoperative comfort, operating in a well-equipped office, there need be no pain with sur- 
gery, no pain after surgery, and no hospitalization. The author's patients return to work within 
24 to 48 hours after operation. 

The reader of this little volume realizes these simple facts, and is thus relieved of fear. Most 
of us fear the unknown. Learning something about his symptoms, their origin and correction, 
the patient's fear disappears. 

As the author states, “it will certainly do more good in the waiting room than old copies 
of the Police Gazette or current popular magazines 

The subjects covered include the major types of rectal pathology. No self-treatment 1s 
recommended or described. Throughout the text the author stresses the need for close coopera- 
tion between the referring family doctor and the proctologist. The initial examination should 
always be performed by the family doctor. This book describes the close cooperation that al- 
ways exists between the family doctor and the specialist. 

The text fulfills a need, and will be useful in the waiting rooms of all physicians, and in the 
libraries of all proctologists. 





PAIN—Harold G. Wolff, M.D. and Stewart Wolf, M.D. Profsesor of Medicine (Neurology), 
and Associate Professor of Medicine, respectively, Cornell University Medical School, New 
York City. 21 Illustrations and diagrams. 90 pages. Charles C. Thomas, Springfield, IIl., 
1948. 

This little text is publication number 5 of the American Lecture series. The subject is well 
presented in abberviated form. Inasmuch as many patients consult physicians for pain (perhaps 
particularly proctologists), it is most important for the physician to be aware of the mechanisms 
involved. This text deals with the physiology of pain. 

Pain from various segmental levels is described, including a very brief paragraph on the 
small and large intestines, including the rectum. 

The section on the control of pain by drugs and surgical procedures is well written, but 
generalized. There is nothing said about control about sigmoid or rectal pain from the point 
of special emphasis. 

The book is well written, well edited, and should be of particular value to physicians who 
wish to be well grounded in physiology. 





THE PREPARATION OF PHOTOGRAPHIC PRINTS FOR MEDICAL PUBLICATION— 

Stanley J. McComb, FBFA, Section on Photography Mayo Clinic Rochester, Minnesota. 

21 Illustrations, 69 pages. Charles C. Thomas, Springfield, IIl., 1950. 

This is publication number 90 of the American Lecture Series. With the increase in the 
number of medical journals, and the increasing number of text books in publication, it is im- 
portant to review the technic of producing photographs. This book is not a complete text book 
on medical photography. However, it does offer suggestions for the improvement of photographic 
technic. 

The subjects covered include Sharpness of Focus, Backgrounds and Lighting, Films and 
Print Quality. 

I should like to see the next edition include a section on motion picture photography. The 
text may be recommended to all who use still photography for lectures or manuscript repro- 
duction. 
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DIAGNOSTIC SYNOPSIS OF THE ACUTE SURGICAL ABDOMEN—Bernard J. Ficarra, 

A.B., Sc.B., M.D. Diplomate of the American Board of Surgery, Associate Visiting Surgeon, 

St. Peter’s Hospital and the Hospital of the Holy Family, Assistant Visiting Surgeon, Kings 

County Hospital Brooklyn Cancer Institute, and St. Mary’s Hospital, Brooklyn, New York. 

Illustrations. 57 pages. Charles C. Thomas, Springfield, IIl., 1949. 

This little book is well written and covers the subject in abbreviated, succinct fashion. 

The author rightly concludes that “evaluation of operability is preferable to a correct diag- 
nosis”. A single page is given to Lesions of the Colon, and two pages to Large Bowel Obstruc- 
tion. However, in this type of text this may be considered sufficient coverage. Indeed, the con- 
cluding chapter in which a Table of Acute Abdominal Conditions is presented, will be of sufh- 
cient diagnostic and clinical value to warrant recommendation of the text. 





CLINICAL USES OF INTRAVENOUS PROCAINE—David J. Graubard, M.D., Assistant 
Visiting Surgeon Cumberland Hospital, Assistant Visiting Orthopedist Kingston Ave. Hos- 
pital, Brooklyn, N. Y. New York Post-Graduate Medical School and Hospital, New York, 
N. Y. and Milton C. Peterson, M.D., Visiting Anesthesiologist Research Hospital Kansas 
City, Missouri, Formerly, Anesthesiologist New York Post-Graduate Medical School and 
Hospital. 8 illustrations, 104 pages. Charles C. Thomas, Springfield, IIl., 1950. 

The intravenous use of procaine hydrochloride is of such recent origin that it is difficult to 
pass final judgment. The initial enthusiasm that always greets a new technic has disappeared. It 
has been replaced, however, by a considered sense of value. 

This text presents the chemistry and pharmacology in excellent outline. Sections describing 
Intravenous Local Anesthesia, Pruritus, Serum Sickness, Analgesia in Burns and Postoperative 
Pain, Acute Arrhythmias During Anesthesia, Pain in Traumatic and Inflammatory Conditions, 
Acute Anterior Poliomyelitis, and Other Indications are included. 

All sections are well written, the text is well illustrated, and it may be recommended to all 
who use anesthesia in their practice. 

There is little of direct interest to the proctologist unless it be the section on pruritus. To 
our knowledge intravenous procaine has not been employed in the therapy of localized pruritus 
such as pruritus ani. The Cantor tattoo-neurotomy technic answers most needs in such cases. 





COLOR ATLAS OF PATHOLOGY—Prepared under the auspices of the U. S. Naval Medical 
School of the National Naval Medical Center, Bethesda, Maryland. 546 pages with 1053 
figures. J. B. Lippincott Company, Philadelphia, Pa. 

This excellent text is a book that probably could not have been prepared under other cir- 
cumstances. The tremendous wealth of clinical material available in the pathology department 
of the Navy’s Medical School, the Army Institute of Pathology, Johns Hopkins Hospital and 
Georgetown University Medical School made this text possible. Add to this the excellent talent 
of Navy pathologists and artists and we have the Color Atlas of Pathology. 

This remarkable work is illustrated with 1053 figures in color on 365 plates. It covers the 
Hematopoietic System the Reticuloendothelial System, the Respiratory Tract, the Cardiovascular 
System, the Liver and Alimentary Tract, the Kidney and Urinary Tract and the Musculoskeletal 
System. 

Each subject is carefully covered in text material as well as by means of full color drawings, 
microphotographs, etc. Wherever possible gross pathology is also demonstrated, and a charac- 
teristic Roentgen Study is included. 

he proctologist will find the section on the Intestinal Tract of particualr value. Typhoid 

Fever, Tuberculosis Enteritis, Cholera, Regional Ileitis, Meckel’s Diverticulum, Volvulus, Intus- 

susception, all types of benign and malignant Tumor Pathology, etc., Amebic Dysentery, Bacil- 

lary Dysentery, Chronic Ulcerative Colitis, Melanosis Coli, Lymphopathia Venereum, Hemor- 
thoids, Fistula, Worm Infestation, etc., are all covered in beautiful form. 

The illustrations leave nothing to be desired. The format of the text is such that reference 
is simple, and salient features of pathology are quickly available. 

From every point of view this is a beautifully conceived and developed textbook. It should 
be in the library of every clinician, and may be recommended without reserve to every proc: 
tologist. 





ELECTROCARDIOGRAPHY—Fundamentals and Clinical Application. Louis Wolff, M.D. 
187 pages, 110 figures. W. B. Saunders Co., Philadelphia, Pa., 1950, Price $4.50. 
This book is divided into two parts. Part 1 deals with the basic principles of electrocardi- 
ography, which the author presents in a clear, logical manner. This half of the volume pro- 
vides an excellent background for the understanding of clinical electrocardiography, which the 
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author considers in part 2. The stress placed on the importance of understanding mechanisms 
is commendable. The reviewer most heartily agrees that electrocardiography cannot be suc- 
cessfully taught by the presentation of patterns without clarification of the underlying physiology. 

The author has deliberately limited the size and scope of his book. It is this reviewer's 
hope, however, that the next edition will be enlarged to permit its use as a text without the need 


for a supplemental volume and that the arrhythmias will be included for this purpose. 


The section on myocardial infarction would be more complete if the patterns produced by 
an infarct limited to the subendocardial layer were considered. In the section on pericarditis, 
the reasons for the S-T segment elevation are not given, nor is this lesion contrasted with dif- 
fuse subendocardial ischemia, which can produce an opposite change. The discussions of ventric- 
ular hypertrophy and myocardial infarction seem incomplete without a consideration of the 


effect of digitalis on repolarization. 


Figure 80 illustrates abnormal T waves in a patient with gallbladder disease, and the text 
implies that such changes may be found in the absence of heart disease. This inference might 
be challenged. While the electrocardiogram taken six days postcholecystectomy shows marked 
improvement, the tracing is not a normal one. 

The book is well printed and the figures are well chosen. It is a welcome addition to the 
texts dealing with the subject, and it-is highly recommended to both undergraduate and post- 


graduate students in electrocardiography. 
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